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Please complete, sign and return this form to the Clinical School office no later than: 

4 weeks after completion of the MD Elective Clinical Placement.

STUDENT DETAILS

Student name:  ________________________________________________     Student number: ______________________

Clinical School:  ______________________________________________________________________________________  

ELECTIVE DETAILS

Dates:  _____________________________________________________________________________________________  

Organisation:  _______________________________________________________________________________________  

Address:  ___________________________________________________________________________________________  

Supervisor Name: ____________________________________________________________________________________  

Aims and activities of programme undertaken during elective:

___________________________________________________________________________________________________

___________________________________________________________________________________________________

___________________________________________________________________________________________________

___________________________________________________________________________________________________

Achievements and general comments:

___________________________________________________________________________________________________

___________________________________________________________________________________________________

___________________________________________________________________________________________________

___________________________________________________________________________________________________

Recommendations (if any):

___________________________________________________________________________________________________

___________________________________________________________________________________________________

___________________________________________________________________________________________________

Student signature:  _____________________________________________       Date:  ______________________________

DOCTOR OF MEDICINE
Elective Clinical Placement  
Student Evaluation Report


